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Though spirituality can help patients cope with illness, several studies have suggested that physicians view spirituality
differently than do patients. These issues have not been systematically investigated among doctors who become
patients, and who may be able to shed critical light on this area. We interviewed fifty doctors from major urban US
centers who had become patients due to serious illnesses about their experiences and views relating to religion and
spirituality before and after diagnosis, and we explore the range of issues that emerged. These physician-patients
revealed continua of forms and contents of spirituality. The forms ranged from being spiritual to start with; to being
spiritual, but not thinking of themselves as such; to wanting but being unable to believe. Some continued to doubt and,
perhaps relatedly, appeared depressed. The contents of beliefs ranged from established religious traditions, to mixing
beliefs, or having non-specific beliefs (e.g., concerning the power of nature). One group of doctors felt wary of organized
religion, which could prove an obstacle to belief. Others felt that symptoms could be reduced through prayer. At times,
self-assessments of spirituality were difficult to make or inaccurate. Questions surfaced concerning whether and how
medical education could best address these issues, and how spirituality may affect clinical work. This study is the first
that we know of to examine spirituality among physicians when they become patients. Obstacles to physicians’
attentiveness to the potential role of spirituality arose that need to be further explored in medical education and future
research. Increased a wareness of these areas could potentially have clinical relevance, strengthening doctor–patient
relationships and communication, and patient satisfaction.
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‘‘Spirit,’’ from the Latin spiritus, meaning ‘‘breath-
ing,’’ is defined as ‘‘the animating or life-giving principle
in humansy The immaterial part of a corporal being,
especially considered as a moral agent; the soul.’’
‘‘Spiritual’’ refers to ‘‘the spirit or soul, esp. from a
religious aspecty Of a person: devout, pious; morally
good.’’ ‘‘Spirituality’’ is ‘‘regard for spiritual as opposed
to material things.’’ ‘‘Religion,’’ from the Latin religio,
meaning ‘‘obligation, bond, scruple, reverence,’’ in lated.
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vowsy of belonging to a religious ordery’’ (Simpson
& Weiner, 1989).
Recently, the roles of spirituality, religion, and prayer in
medicine have received increased attention, often in
conjunction with complementary and alternative medicine
(Messikomer & De Craemer, 2002). Spirituality has been
associated with psychological coping, better adjustment to
cancer (Cotton, Levine, Fitzpatrick, & Dold, 1999), and
maintaining hope (Gall & Cornblat, 2002; Klitzman,
1997). Pargament, Koenig, Tarashwar, and Hahn (2001)
found religious struggles to be related to higher mortality.
Debate has arisen over whether physicians are similar
or different from patients in their spiritual beliefs and
practices. Doctors and patients have been found to
differ significantly in believing in God, feeling ‘‘close to
God,’’ thinking religion affects the choice of a physician
or maintenance of the doctor-patient relationship, and
feeling physicians have responsibility to inquire religion
(Maugans & Wadland, 1991; Oyama & Koenig, 1998).
Koenig, Bearon, Hover, and Travis (1991) found no
patients, but 8.9% of doctors reported being atheist,
agnostic, or having no religion. Compared to the general
population, women physicians are less likely to be
Christian (Frank, Dell, & Chopp, 1999).
Recent studies might suggest more similarities between
doctors and patients (Daaleman & Frey, 1999), but such
comparisons remain difficult to make. MacLean et al.
(2003) found that 22% of patients, and Monroe et al.
(2003) found 17% of physicians attended no organized
worship service. Yet these two samples differed consider-
ably in other factors, such as ethnicity (e.g., 4% of
physicians vs. 43% of patients were African American).
These two reports did not compare these two groups
statistically, and reported data in different ways.
The discrepancies between doctors and patients may
be due to several factors, as these groups vary in factors
(e.g., ethnicity, and geographic location—urban vs.
rural) that have generally not been controlled for in
these studies. Many doctors, scientifically trained, may
perceive religion and spirituality to be ‘‘unscientific,’’
and hence relatively unimportant in medical treatment.
Family practitioners are the group of physicians that has
been most studied (Monroe et al., 2003), but may also
differ significantly from other types of doctors concern-
ing the role of spirituality, and the importance of
doctor–patient relationships.
These possible differences are critical since patients
want to discuss religion with physicians, but hesitate to
do so, perceiving physicians to be too busy or not
interested (Hebert, Jenckes, Ford, O’Connor, & Cooper,
2001). Barriers to addressing spiritual issues with
patients include lack of time, inadequate training for
taking spiritual histories, lack of continuity in relation-
ships, and difficulty identifying patients who want to
discuss spirituality (Ellis, Vinson, & Ewigman, 1999).Physicians’ spiritual beliefs may influence clinical
activities as well. Physicians are less willing to withdraw
life support if they are Catholic or Jewish (Christakis &
Asch, 1995). A doctor who is more sensitive to spiritual
issues may be more inclined to discuss these issues in
ways that may help a patient. Though some patients
may not care about their physicians’ spiritual beliefs,
others may simply not know these beliefs, and/or
assume their doctor would not divulge such information.
Yet more research is needed in this area.
An important means of shedding light on these issues
is to examine what happens when physicians become
sick themselves. Doctors who become patients may
become more aware and sensitive to patient perspectives
(Mandell & Spiro, 1987). Do these doctors alter their
attitudes toward spiritual beliefs, and if so, how? Do
they come to resemble patients more, or do their beliefs
remain unchanged?
Spiritual beliefs are difficult to measure quantitatively
(King, Speck, & Thomas, 1994). Existing scales tend to
be somewhat culture bound and Christian-oriented, and
focus on religion more than spirituality per se (Hill &
Hood, 1999). Quantitative studies often do not examine
the content or components of these beliefs, or the factors
or contexts that might be involved (Siegel et al., 2002).
Hence, qualitative research that explores the personal
and experiential aspects of belief is crucial in examining
these issues, and may shed light on a range of important
aspects of issues that future quantitative research can
also explore in further detail on larger samples.Methods
We conducted two in-depth semi-structured 2-h
interviews concerning experiences of being health care
workers and becoming a patient, with each of 48
doctors, one dentist and one fourth year medical student
who had serious illnesses. Ages ranged from 25 to 87; 49
were Caucasian, one was Latino; 40 were men, and 10
were women; 27 were HIV positive, and 23 had other
medical problems, including cancer, heart disease, and
hepatitis C. Subjects were interviewed in several US
cities (e.g., New York, Seattle, and Los Angeles). We
sought to obtain thick descriptions of these issues
(Geertz, 1973) and conducted interviews until saturation
for major and minor themes was reached. For a
qualitative study of this nature, a sample of this size
can provide critical insights into patterns of issues that
emerge. Pilot interviews were conducted that led to the
development and refinement of an interview guide.
Interviews were audiotaped, transcribed, and content-
analyzed, informed by grounded theory (Strauss &
Corbin, 1990). The analyses were conducted in two
phases. First, a research team, composed of the principal
investigator (PI) and a research assistant, examined a
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Table 1
Themes concerning spirituality among doctors who become
patients
 Continuum of forms of spirituality
 Being spiritual to start, and not changing much
 Seeking and becoming more spiritual
 Spirituality despite oneself
 Being spiritual, but not thinking of oneself as such
 Wanting, but being unable to believe
 Continuing to doubt
 Continuum of contents of beliefs
 Following a religious tradition
 Wariness of organized religion
 Ritual without acknowledging belief
 Mixing beliefs
 Non-specific beliefs
 Spirituality as involved in health events
 Implications
 Describing spirituality
 Incorporating spiritually-related issues into clinical work
 Teaching spirituality
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participants’ experiences, identifying categories of re-
current themes and issues that were subsequently given
codes. The research team assessed similarities and
differences between participants (referred to below as
‘‘doctors.’’), examining categories that emerged, ranges
of variation within categories, and variables that may be
involved. A coding manual was developed, and areas of
disagreement were examined until a consensus was
reached. New themes that did not fit into this original
coding framework were discussed, and modifications
were made in the manual when deemed appropriate. In
phase two of the analysis, the team refined, merged, or
subdivided thematic categories into secondary or sub-
codes, when suggested by associations or overlap in the
data. Codes and subcodes were then used in analysis of
all of the interviews. To ensure coding reliability, all
interviews were analyzed by two coders.
Interviews were conducted by the PI at the most
convenient location for the participant (i.e., the PI’s
office, or the participant’s home or office). Participants
were recruited via the Internet (e.g., e-mailed announce-
ments and websites), word of mouth, and advertise-
ments in newsletters. The study was approved by the
Institutional Review Board at Columbia University and
the New York State Psychiatric Institute.Results
In these interviews, numerous issues arose concerning
these doctor–patients’ views of spirituality and/or
religion. Indeed, all of these doctors found themselves
pondering spiritual questions in some way, as patient-
hood forced them to face their own mortality and
grapple with fundamental existential and spiritual
questions in ways they had not before. They revealed
the complexities of beliefs: specifically, several dominant
themes that constituted (1) continua of forms, (2) of
contents of belief, and (3) implications of spirituality (see
Tables 1 and 2). The categories described below are not
rigidly discrete and distinct, but represent parts of these
larger spectra. Moreover, these common themes cut
across diagnoses. Many of the doctors had HIV, yet
given the particular stigma associated with this illness,
and the fact that it generally affected relatively young
physicians, their diagnosis illustrated poignantly and in
bold relief many of the issues faced by the doctors with
other disorders as well.
Continuum of forms of spirituality
Being spiritual to start, and not changing much
Some physicians felt spiritual before they were
diagnosed, and did not substantially change. A physi-
cian with hepatic cancer, e.g., said religion had alwaysbeen important to her. Years before her diagnosis, when
she was on-call as an intern, she would ask a priest to
bless her.
I’ve always been spiritual. I’d go to a priest and say,
‘‘Father, I’m on call,’’ and he would bless me. I’d say,
‘‘God help me not to make a decision when I don’t
know what to do.’’Seeking and becoming more spiritual
Relatedly, other physicians acknowledged a sense of
spirituality before becoming patients themselves, but
after becoming sick, added considerable spiritual dimen-
sions to their lives, developing or expanding particular
activities. For the first time, or more forcefully than ever
before, illness compelled many of these doctors to seek
additional practices or beliefs that might provide mean-
ing. One internist first underwent a spiritual transforma-
tion after becoming HIV-infected and confronting his
lover’s death due to AIDS. This death led this physician
in a new ‘‘direction,’’ suggesting a sense of a spiritual
journey.
I faced mortality when I buried a lover of 23 years.
That has changed my experience of life. My focus is a
little more spiritual and humanitarian. Part of me,
being positive, just wanted to sell everything and go




Changes in patterns of spirituality of physicians when they become patients
Pre-Illness Post-Illness




Developed a sense of
religion/spirituality
Did not believe before or 
since illness 




Before their illness, 
doctors considered
themselves:
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appreciation of life began to take precedence in their
lives. Many spent less time working and more time with
loved ones. Such change, to the degree that it increased
how much they value the ‘‘immaterial,’’ thus represents
a certain spirituality. As a pious Jewish radiologist in
Los Angeles with skin cancer said:
I appreciate being able to be alive just a little more. I
think life is more of a privilege than a right. I focus a
little bit more on the family and the kids. I was pretty
bored by the stuff the family did as a unit. But now, if
the family is doing anything together, I want to do it.
I take an interest in what the kids do.
Some returned to spiritual beliefs from which they
had moved away over time. Though trained as a Jesuit,
an internist who developed hepatitis C recently had not
been as religious. His illness now inspired him to return
to prior spiritual feelings.
I once studied to be a priest, but I left it. I was in
medical school, training to do missionary work. So I
am religious in a sense, but I am not pious. I consider
myself spiritually oriented in that I try to be quiet,
and listen to myself. The illness actually brought meback to that. Not that I drifted from it, but I became
less attentive, given the responsibilities of many jobs.
I didn’t reserve special, quiet time for myself.
The experience of spirituality can exist thus, too, in a
series of gradations that one can traverse forward or
back.
Spirituality despite oneself
Other physicians became more spiritual without
inviting it, almost despite themselves. When critically
ill with lymphoma, a politically active internist had what
he considered a spiritual experience but did not know
how to process and integrate it into his existing beliefs
and agnostic inclinations. He wrestled with conflicting
feelings, wanting to believe in a hereafter to achieve a
sense of comfort but unable to do so fully. Still, when
acutely ill, he found himself drawing on a strength from
‘‘outside’’ himself.
I certainly don’t have any relationship to any kind of
deism or God. At some points when I’ve been really
sick, I thought, ‘‘It would be good to find some
serenity in really believing that there was an all-
powerful figure who was going to look after me
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bring myself to do that.
One really strange story that probably was a result of
delirium: I had already been in septic shock, and was
going downhill. For a couple of days, I had a very
strong sensation that: (1) I was strongly rooted in the
ground. I felt that I had almost a tree root from my
back through the bed, into the ground, and that it
was rooting me, and giving me strength. And (2) I
was getting strength from outside myself. I was quite
surprised; I didn’t know how to process it. There was
nothing I could do about it, but it was a strong
sensation. It lasted a couple of days, and never came
back. I was not delirious. Sounds like some of my
more psychotic patients: I felt like there were
vibrations coming from outside, as if things were
vibrating and they did good things inside me.
Though he at first joked that the experience was
‘‘probably’’ due to ‘‘delirium,’’ he later emphatically
stated that he had ‘‘not’’ been delirious. This contradiction
appeared to reflect his residual embarrassment over what
others might regard as ‘‘irrational,’’ or what he could not
process: a phenomenon that had no place in the system of
beliefs he had and with which he felt comfortable.
Being spiritual, but not thinking of oneself as such
Some who felt that they themselves were not spiritual
nonetheless engaged in what others might consider
spiritual practices. In so doing, several doctors distin-
guished between their own vs. others’ views of them. A
psychiatrist with HIV, for example, said others would
probably describe him as spiritual, though he himself did
not think of himself as such. He followed rituals but felt
he lacked ‘‘true faith,’’ viewing himself, if anything, as
‘‘religious, but not spiritual.’’ Similarly, an internist with
HIV, who did not overtly consider himself to be
religious, felt the need to simplify his material life,
commenting that perhaps this urge was rooted in a
desire to be humble because of his sins:
I had a beautiful house, and suddenly felt I had to get
rid of it. In retrospect, I probably did it to atone for
my sins: I needed to strip myself of this symbol of
that kind of life, and live much more simply and
humbly.
He did not explicitly see himself or define this action
as ‘‘spiritual,’’ but in describing it as a way to ‘‘atone’’
for ‘‘sins,’’ and to ‘‘live more humbly,’’ he invoked
spiritual imagery.
Wanting, but being unable to believe
Other doctors wanted to have some or more belief,
but found it difficult to do so. Scientific training may
impede such desires. An HIV-infected internist perceivedan explicit contradiction between proven science, and
the ethereal, seemingly irrational aspects of religion and
spirituality.
I’m looking for a spiritual component, but I tend to
be kind of an agnostic. I wish I weren’t. It would be
comforting. But I have such a scientific bent, and
organized religion, and most people out there who
believe that, with their crystals and God knows
what—it’s such a turnoff. It’s difficult for me to open
up to it. I’m trying to be open to that: that there is
something greater as an anchory It just seems like a
more successful way to live. But I don’t know what to
do about it.
At times, physicians already had some belief and
wanted more, but found that difficult to achieve because
of doubt and skepticism about the nature of faith. An
endocrinologist with HIV said:
I wish I were more spiritual. I’m open to the idea—at
least I think I am. It makes a big difference in most
people’s lives, especially people with HIV. Those who
do have some kind of centering around a spiritual
belief seem to do better. As a kid, I used to pray a lot
because you’re supposed to. Even to this day, I find
myself praying—that this blood result will be good,
that You’re going to let this be good news—without
planning it or thinking about it consciously. Once in
a while, I’ll pray at night, and it makes me feel a little
better. I don’t know why I don’t do it more often;
perhaps I should. I would do better if I had it in my
life more. I just have this darn skeptical... On the one
hand, I want and need it; on the other, I feel it’s what
weak, simple people rely on: a crutch.
Several of these clinicians questioned the ‘‘reality’’ of
faith and beliefs. Another doctor with HIV struggled to
understand the discrepancy between his desire for faith,
and the actual extent of his beliefs, and resolved this
tension by questioning the legitimacy of faith:
Faith is a good thing for people that have it. I don’t
think I really have it too much. Sometimes I wish I
had it, because it gives some people a certain high.
But I don’t think it’s a real high. I don’t really believe
in it. It’s like being hypnotized. I think some people,
if they really believe in it, maybe can really be
hypnotized.
He and others suggested a degree of vagueness and
ineffability in these matters, raising epistemological
questions of, ultimately, what is ‘‘real.’’
Continuing to doubt
Yet religious doubts could persist more strongly and
prevail throughout an illness, without desires arising for
change. A radiologist with HIV said, ‘‘I’m an atheist. I
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don’t really believe.’’
A few remained atheists, but ‘‘thought about religion
more.’’ A surgeon who had his first heart attack while in
the operating room ‘‘reconsidered’’ his beliefs, though
not yet modifying them, and remained skeptical.
Some physician-patients who continued to doubt, or
wanted to believe but could not, appeared depressed.
Here, questions arose as to which came first: the
depression or the inability to believe. An internist with
metastatic breast cancer wanted to believe in a higher
entity, but found it difficult. Despite metastases, she
continued to work. In the past, it had provided her a
sense of meaning, purpose, and structure. Now she did
‘‘not know what else to do’’ with her life. She felt
estranged from her physician-husband and son, with
whom she lived, and appeared depressed. Her depres-
sion may have impeded her ability to believe or to retire.
Her inability to believe may have contributed, too, to
her depression.
Continuum of contents of beliefs
The content of physician-patients’ beliefs varied
widely, drawing on a range of philosophies, from
traditional religions to Eastern or New Age ideas. Some
physicians ‘‘mixed and matched’’ beliefs.
Following a religious tradition
Regardless of whether they maintained or deepened
their beliefs, clearly, many of these physicians felt a
strong relationship with the particular religion with
which they had been raised or had adopted. Here, they
followed Protestantism, Catholicism, and Judaism.
Wariness of organized religion
As suggested, another group of physician-patients felt
wary of traditional religion, often perceiving hypocrisy
among organized religion and some of its adherents.
Many held non-specific beliefs, while maintaining ideals
concerning human conduct, or became atheists or
agnostics. A gay HIV-infected surgeon said that before
his diagnosis, ‘‘I was very anti-religious. My Catholicism
conflicted with my sexuality, much to my detriment.’’
Yet wariness of organized religion did not necessarily
preclude the possibility of deriving some benefit from it.
A pediatrician with lymphoma, who was raised Jewish,
explained: ‘‘What negative feelings I have aren’t toward
religion, but some of the practitioners. I still enjoy some
of the ceremonial aspects.’’
Moreover, many felt they could have a ‘‘personal
relationship’’ with God, even if not being part of an
organized church.
Interactions with the church could vary over time, and
thus, so could one’s religiosity, depending on personal
needs in response to life crises. A gay medical studentwith HIV joked that he was ‘‘religious only when it’s
convenient.’’ He then described a critical point in his life
at which he established a helpful and meaningful
relationship with his religion.
I actually needed to see a priest. I expected the worst,
but he was great and actually got me to go back to
religion. He said, ‘‘In the old school of Catholicism,
you have fire and brimstone. You’ll burn in hell. But
we’re not here for that: to judge. We’re here to help
you get through whatever you need to get through.’’
I’m religious personally, but I don’t do anything with
the community.
Ritual without acknowledgement of belief
Other physician-patients did not consider themselves
religious or spiritual, either before or after their illness,
but nevertheless took part in ritual ceremonies. For
example, a psychiatrist with metastatic breast cancer
distinguished between Jewish religion and culture.
Raised Hasidic, she considered herself ‘‘very Jew-
ishyinside,’’ but not spiritual. While she was hospita-
lized, members of her Orthodox Jewish community
visited her, and engaged in prayer and religious ritual.
She joined in the latter:
I can’t say I’m spiritual. I’m not like some Buddhist
friends who think about healing. I’m very Jewish—
but inside. I come from a Hasidic family, and in the
hospital, people visited me, and prayed, and gave me
the book of healing, and read for me, and brought
me food. So when I was there I followed everything:
not everything, but I let them play the game, and I
joined in. When I came home, the only thing that
changed was that I light the candles on Friday night,
if I’m not on chemo. But I don’t go to synagogue or
do anything more than before.
Still, this act of ceremony, even without faith fully
present, can provide a sense of meaning. She didn’t
practice Judaism, but still felt connected to the people
who prayed for her, and was grateful for the kindness
they offered her through prayer. She added, about
beginning to light ritual candles:
I’m lighting Friday night candles now because all
these people were good to me, and asked me if I
would do that one thing for them when I came out of
the hospital. I said, ‘‘Okay, if I come out alive, I will
definitely light the candles.’’ It’s the most basic,
feminine Jewish thing to do.
Clearly, returning this ‘‘favor’’ suggested respect, and
a relationship to the rituals that surround Judaism. Still,
she said, ‘‘My spiritualism is really through my painting:
I paint. I’m not religious, but I’m a very traditional,
culturally oriented Jew.’’
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alternate religious philosophy, but felt she was not
inclined toward spiritual experiences. Here again,
spirituality appeared to be not entirely self-willed.
Maybe I should read everything by the Dalai Lama.
A friend sent me a book. I read two pages, and for
some reason, can’t finish the book. Maybe I wasn’t
touched by the light. Some people say they have
spiritual experiences. I haven’t had that. I’m very
down to earth.
She illustrated the role of temporal and spatial
contexts (believing in God when the Hasidim were
present), and the complexity of beliefs (performing
rituals, but stating she does not believe). She respected
religion and was not antagonistic to it, but it did not
speak to her in a way she could relate to:
People get a lot of support from being spiritual. In
the hospital, a lady next to me was Christian, and so
supportive. I listened. I said, ‘‘That’s very nice she’s
religious, but it doesn’t talk to me.’’ Once in a while,
when the Hasidim came, yes, I believed in God
because they were there and were supporting the
whole notion of God. But to say I get up in the
morning and do the rituals—no, I don’t.
Mixing beliefs
Illness often prompted a range of combinations of
religious philosophies and approaches. At one point, the
surgeon with HIV had attempted suicide, but then
underwent a spiritual transformation, and now as a
result felt more energetic and fulfilled.
I’ve done a lot of reading: the Koran, Hindu
literature, Mary Baker Eddy, Christian Science, and
Bible stuff. I found the old parable of the elephant
helpful: one man feels his leg, one his trunk, etc.
They’ve all got a little piece of what’s up there.
This openness to a wide variety of traditions
paralleled, too, an attitude among many patients. The
radiologist with skin cancer wore a yarmulke and
appeared to evoke a sense of religious integrity: many
Latino and African-American patients he worked with
‘‘regard me as a little bit special because of the yarmulke,
and very often ask me to pray for them.’’ Thus, patients,
too, suggest the degree to which a certain interdenomi-
nationalism may exist in contemporary society.
Non-specific beliefs
Non-specific and vague beliefs, not tied to any one
religion, also arose, particularly concerning the existence
and/or the nature of an afterlife. Though wary of
organized religion, one physician felt life or energy
somehow ‘‘goes on’’ in an afterlife, though he had not
formulated these thoughts further.I believe in something bigger out there. I think it’s
God, and feel pretty comfortable with that. I grew up
Methodist, but don’t have much use for organized
religion. I want there to be an afterlife. I think there
could easily be something else that goes on. Some-
thing could happen after death, I don’t know what.
There’s something more than one axon and one
dendrite connecting: an energy. I don’t know what it
is. It’s not necessarily heaven and hell.
Others described more formulated beliefs, though
these were still not necessarily those of any organized
religion. An HIV-infected internist struggled, and in the
end altered his beliefs, finding comfort in his own
particular understanding of, and desire for, a greater
existence: the notion of a ‘‘guardian angel.’’
I like to think that my mom may be a guardian angel
for me, if it’s possible to do that. I was the most
important thing in the world to her. If you’re allowed
to have a wish after you’re gone, that would be it. I
don’t know that I literally believe that’s possible. But
I play with the idea. I don’t know what happens after
you die. But if you get to go to somewhere nice, then
I’m going to go there and be with my mom again. If I
do nothing more than go into nothingness and
history, then that’s where mom went, too. I find
comfort in that: I’ll be there with a lot of other
people, wherever I am.
Non-specific beliefs, while not structured by a
tradition or community, could still provide solace.
Similarly, many were inspired by nature and its
mysteries. A doctor with HIV who retired to an island
said:
I believe in spiritual forces, but don’t really bother to
name them: a bigger energy that connects everything,
a sense of wonder about things. We really understand
very little about creation to begin with, why every-
thing’s here.
Awareness of the continuity of nature could itself
provide a sense of something larger. An endocrinologist
with metastatic breast cancer was awed by the natural
world’s ability to renew itself, providing a model from
which to pattern spiritual beliefs:
A process is moving forward in some way—some
mysterious force. I don’t know what it is, but that by
itself is the meaning of life. Even if a nuclear bomb
wiped out all human beings, there’d still be some little
cockroach somewhere, and after eons of time, and
the way our world works for some mysterious reason,
there’d be a whole new population of things.
Through her hobby of gardening, she began to see the
world of nature as an example, too, of the transience of
experience and human life.
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impermanence. The tree or shrub that I love this
year, next year is already too big. Things are always
changing; nothing stays the same.
Others defined spirituality or its manifestations very
broadly to include their work itself as physicians. For
example, an HIV-infected public health physician saw
his endeavors as a way of doing God’s work, by caring
about people and principles. He and others thus sought
to connect science with spirituality, bridging an osten-
sible gap.
I do God’s work in what I’m doing, but I don’t see it
as an anthropomorphic being. I think of myself as a
very religious person, inwardly, deeply. But my
religion is around philosophical, mathematical,
scientific concepts. I am religious in the deepest sense
of the term. I care about people, principles. I will
fight for principles; I will sacrifice my own issues and
needs, to get issues dealt with. But I don’t go to any
church.
Others may not see this work as spiritual or religious,
though he does.
Spirituality as involved in health events
Beliefs emerged that faith and prayer might even
affect the disease process itself. Some looked to
spirituality as fostering positive thinking and hence
helping psychologically with coping and healing. Yet
others felt that prayer itself could in fact alter physiology
through divine intervention. The internist with hepatic
cancer recounted: ‘‘Everyone sent me prayer cards and
Mass cards. I was in everyone’s prayers. It must have
worked: I had more energy, which never diminished.’’
Some believed in these physiological effects, though
recognizing the potential antagonism of scientific
colleagues. An internist who had a heart attack while
playing tennis, believed in the ‘‘power of prayer’’ to
make people feel better.
A physician-friend was extremely interested in the
power of prayer. He would just ‘‘sit’’ with patients.
Some doctors wouldn’t send him patients anymore.
But this ‘‘sitting’’ meant a lot to him. You certainly
can call on things that you might not be able to
describe that make people feel better.
Others sought to invoke physiological effects of
spirituality more actively by performing additional
activities that might contribute to these processes. The
Los Angeles radiologist got people to pray for him,
which he believed worked.
I wanted people to know I had cancer because then I
could get them to pray for me. I called up five people
I consider very holy. They follow Jewish law withoutfanfare or publicity. I figure: they’ve got God on their
side. I know it helped because knowing that they
were doing it, I was functioning better. I could even
be hallucinating, but I believe prayer works. That’s
part of Jewish belief: you can change the way the
world is going.
In fact his wife felt she and he had the power to alter
his fate since he was diagnosed before Yom Kippur, the
‘‘Day of Judgment.’’
In the week between Rosh Hashanah and Yom
Kippur, one’s actions can shape one’s fate for the
year. This diagnosis was at a very opportune time vs.
if it happened a week after Yom Kippur. We thought
we had the power to change the process of fate.
Relatedly, at times, physicians viewed medical events
as religious ‘‘signs’’ from God: evidence of God’s
involvement on earth in illness, and hence in human
matters. For example, he was impressed that his
yarmulke covered his skin lesion.
The lesion would have cosmetically wrecked any-
body: it’s all a skin graft. But I wear a yarmulke
anyway. The margins happen to fit in a way that the
graft doesn’t show. I took that as sort of a religious
reassurance that whatever I was doing on earth, I
should keep doing.
Similarly, an internist who got infected with HIV
when once using crack, felt that if he lost disability, it
would be a sign of a ‘‘higher power telling me I’m
supposed to go back to work.’’
Implications
Describing spirituality
Religion and spirituality were often very difficult and
elusive to describe or communicate about, given their
inherent quality of being beyond words, links to the
mysterious, and wide ranges of form and content. These
physicians did not always comprehend their spirituality
or know with what to compare it.
Language may also simply be unable to convey wholly
states of spiritual feelings, as these are often innately
inchoate. Hence, several physicians used terms such as
‘‘really,’’ ‘‘literally,’’ and ‘‘sort of’’ in conveying their
beliefs or doubts.
Moreover, spirituality was often taboo to discuss.
Individuals might disagree strongly about it, and fear
being seen as irrational, and hence vulnerable. An
epidemiologist reported that her physician-husband,
who died of diabetes, could not discuss his innermost
fears and spiritual concerns even with her.
He was a very non-observant Jew, and never really
discussed spirituality. But after he died, I found a
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was a bookmark. So there must have been some
spiritual dimension that he needed to address. But we
never discussed it openly. I really don’t know if he
became more religious or spiritual.
Spirituality was so intimately personal, and potentially
stigmatized, that he declined to discuss it even with his
wife.
Incorporating spiritually-related issues into clinical work
In clinical practice physicians, at times, drew on
concepts that were related to or verged on the spiritual.
The politically active internist, for example, saw benefits
in the hierarchy between doctors and patients in that it
could be used to make patients feel valued:
When patients from poor communities have a doctor
with status look them in the eye, and talk to them
with respect, it gives them a sense of their own
humanity: they really do matter. When you’re sick,
that’s incredibly important. I go out of my way to
listen to people’s hearts. In every routine physical, I
really examine people. It fulfills their vision of being
taken care of: that I’ll touch them. If you lay hands
on them, people go away feeling that you cared
enough to do that. It’s very primitive, very basic.
His description evokes a sense of deeply humanitarian
and immaterial principles. Indeed, compassion is an
important part of both medicine and much religious
thinking.
Spiritual values may also shape communication, even
if implicitly. The psychiatrist with breast cancer re-
ported:
A nurse told me, ‘‘You have a special way of talking
to patients. You give them all the time in the world,
as if you have nothing else to do. Patients appreciate
it. You’re very interested in what they have to say,
even if it doesn’t make sense.’’ I didn’t want to say,
‘‘Yes, it’s because I am a patient, what do you
expect?’’ But I think it’s more: I really feel compas-
sion. I can’t explain it.
These deep commitments are suggestive of, and in
some ways evoke, the spiritual. Yet such extra attention
could force a doctor to see fewer patients overall, hence
posing competing time pressures and trade-offs. Gau-
ging the degree to which spirituality is incorporated into
clinical work raises questions, too, of how spirituality is
defined, given the above continua and ineffability.
Teaching spirituality
Issues surfaced as to whether and how physicians and
trainees could be more sensitive to spiritual issues. Some
physicians felt that many colleagues were antipathetic
toward religion, and that as a result, spirituality couldnot be taught. The physician with hepatic cancer said,
‘‘You can’t teach it. Spirituality is a gift. You feel it or
you don’t. How come people don’t have the feeling? I
don’t know. I give it all to God.’’Conclusions
This study is the first one that we know of that
examines systematically the spirituality of physicians
when they become patients and illuminates the complex-
ities and nuances of spiritual beliefs among physicians
and others. These data shed light on several critical
aspects of spirituality: specifically continua in forms and
contents of beliefs, and questions about the describ-
ability, applications, and teachability of spirituality.
These physicians often felt that spirituality helped
them in dealing with serious illness. Many, but not all,
became more spiritual when confronting mortality. Yet
spiritual inclinations and understandings could evolve
over time, indicating an active search for meaning.
Similarly, in confronting the threat of pervasive death
among themselves and others, survivors of atomic
bombs often shifted in ‘‘protean’’ searches for modes
of connection to things that would live on after their
death (Lifton, 1967).
Experiences of spiritual doubt also arose in these
interviews. Some physicians wanted to become more
spiritual themselves but had difficulty doing so. Thus,
spirituality cannot wholly be willed. Key questions
emerged as to who became more spiritual and why,
and why others did not. Doubt may constitute ‘‘an
element of faith,’’ and ultimately lead to more mean-
ingful belief (Tillich, 1958), or may be related to higher
psychological distress and a lessened feeling of well-
being (Krause, Ingeroll-Dayton, Ellison, & Wuff, 1999).
Among these physicians, depression may foster doubt,
and conversely, doubt may precipitate or exacerbate
depression. Since depression is treatable, psychiatrists
and other physicians may benefit from being trained to
inquire about patients’ spirituality and to treat depres-
sion that may impede patients’ abilities to access
spiritual or other support.
Though past literature has tended to focus on family
physicians, the present study included others (e.g.,
surgeons). These specialists often had doubts. Physicians
attracted to family practice may be more drawn to direct
service to patients and families and, relatedly, be more
spiritual, and not representative of physicians as a
whole. Future studies can assess more fully how varying
specialties may be associated with differences in
spirituality. Physicians who volunteer to participate in
this and other studies also may not be representative of
all physicians; however, this initial investigation pro-
vided a range of valuable insights that can be further
examined in future research. The findings also appear to
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evidence of sampling bias.
These data are relevant in the debate about whether
physicians’ and patients’ beliefs differ from or resemble
each other. In their beliefs, physicians demonstrate wide
continua of form and content, and these may also in
turn interact (e.g., the same form of spirituality can have
different contents). Prior research has tended to
conceptualize religious beliefs in more dichotomous,
binary ways—as present or absent. Future work on
physicians and patients might benefit from more
nuanced approaches to these issues, such as asking not
whether physicians patients are similar or vary, but in
what ways, why, and with what implications.
This discussion illuminates the need for more research
to explore, too, implications of physicians’ beliefs:
whether and to what degree these beliefs are associated
with outcomes, such as the quality of doctor–patient
relationships or communication, patient satisfaction, or
health outcomes (e.g., prognoses), whether patients
demonstrate similar continua, and what clinical rele-
vance these may have. Do patients and doctors self-
select in these regards? Will doctors with similar
spirituality, however defined, ‘‘do better’’ with their
more spiritual patients in certain aspects? These ques-
tions have not to our knowledge been examined.
The degree to which physicians are spiritual may be
important because some patients may consequently be
able to access more support. For example, doctors can
help patients access sources of strength that patients
may not identify a priori as spiritual (e.g., engaging in
activities that provide a sense of meaning and purpose)
even if these patients are wary of organized religion.
Conversely, physicians who are not spiritually ‘‘in-
clined’’ may find it harder to communicate with patients
about spirituality in ways that patients might find
helpful. Given the growth of managed care, doctors’
abilities to connect with patients around spiritual issues,
facilitated in part by gathering a spiritual history, may
help enhance some doctor–patient relationships.
One might argue that just as a physician need not
have had a personal experience with significant pain to
manage patient pain, a doctor may not need to be very
spiritual to be sensitive to patients’ spiritual concerns.
Yet spiritual beliefs are arguably different in nature
from symptoms such as pain, since atheists might
challenge the very existence of spiritual entities and
beliefs, whereas the existence of pain is universally
accepted. Moreover, in becoming patients, several of
these doctors did indeed feel deeper connections to
patients.
Similarly, one might posit that physicians who have
very strong religious convictions (e.g., fundamentalist or
evangelical) may in fact be more antagonistic to patients
with alternative spiritual beliefs. Yet, none of these
physicians held such extreme fundamentalist views, andat least in the US, we have not found any evidence of
such antagonism in the prior literature. Moreover, as
suggested earlier, if anything, physicians tend to be less,
rather then more religious than their patients. In any
case, these are areas for future study.
Despite attempts to measure aspects of spiritual
beliefs and activities quantitatively (Ayele, Mulligan,
Gheorghiu, & Reyes-Ortiz, 1999; Hatch, Burg, Naber-
haus, & Hellmich, 1998; Hill & Hood, 1999; Siegel et al.,
2002), as suggested here, several problems arise.
Physicians define the term ‘‘spirituality’’ in various
ways, and beliefs have wide and complex forms and
contents, posing challenges to the creation of accurate
self-report scales. A doctor may not consider himself
spiritual, but may engage in activities and hold beliefs
that a patient or outsider might consider spiritual, or
vice versa. Certain components (e.g., church attendance)
might be measurable, but reflect only particular aspects
of traditional beliefs. Also, some may feel spiritual, yet
not want to discuss it with others, including researchers.
Key differences arose, too, in not just whether a
physician was spiritual or not, but in the components of
that spirituality (e.g., whether it can alter the physiolo-
gical process). Does the specific content of beliefs (e.g.,
about the presence of an afterlife) matter, and if so how?
Family physicians do not discuss spiritual issues
frequently (Ellis et al., 1999), yet when they do, it is
unclear what specifically they discuss. Whether a
physician prays with a patient, for example, may have
very different meanings, depending on whether they
each believe it can alter the disease process. Subsequent
research should reflect more of these nuances and
complexities.
Dilemmas emerge, too, as to whether spiritual issues
can or should be included in medical education, and if
so, how. In part because spirituality cannot necessarily
be willed, the degree to which it can be taught is unclear.
Still, education could increase sensitivity to these issues
and their potential role in patients’ lives. But challenges
remain around what exactly should be taught, how
effective such teaching can be, whether its effectiveness
can be defined and assessed, and if so how. In any case,
medical education might benefit from the presentation
of these full ranges of forms and contents of spirituality,
focusing on not only religious traditions, but non-
specific beliefs as well.
In sum, these data elucidate a range of critical issues
regarding the role of spirituality that can potentially
affect relationships between physicians and patients, and
can be further examined in future studies.Acknowledgements
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